ABSTRACT A patient developed chylopericardium after mitral valve replacement. Although there was early relapse with cardiac tamponade it eventually resolved with conservative management consisting of tube drainage initially and a medium chain triglyceride diet for two months.
The aetiology of chylopericardium is not clear, and there is no general agreement about its management. We report for the first time chylothorax as a complication of mitral valve replacement surgery in a 39 year old woman, and discuss the management of this condition.
Case report
A 39 year old woman who had had rheumatic fever at the age of 25 years developed exertional dyspnoea and nocturnal substernal pain 10 years later. Cardiac catheterisation showed moderate to severe mitral stenosis. In February 1986 the patient underwent an uneventful prosthetic mitral valve replacement. She was discharged 10 days later on a regimen of digoxin, warfarin, and chlorthalidone.
The patient was readmitted three weeks later because of recurrent substernal pain, nausea, and increasing fatigue. On admission she had slight dyspnoea and orthopnoea. Her blood pressure was 90/60 mm Hg and heart rate 110 beats/ min, and her temperature was normal. No pulsus paradoxus was detected. The liver was enlarged by 9 cm, and a hepatojugular reflux was present. She had bilateral pretibial oedema.
The full blood count and blood chemistry were normal, and urine analysis gave normal results. Her electrocardiogram showed normal sinus rhythm, with low voltage complexes. Chest radiography showed an enlarged cardiac silhouette (figure) and echocardiography a large pericardial effusion.
The findings were thought to indicate a severe postpericardiotomy syndrome, and the patient was treated with prednisone (40 mg/day), diuretics, and digoxin. Ten days later she became profoundly dyspnoeic and hypotensive, and cardiac tamponade was diagnosed. Pericardiocentesis yielded 2750 ml of milky fluid. After the procedure her condition improved considerably. Laboratory analysis ofthe aspirated fluid disclosed chylomicrons, confirming the diagnosis of chylopericardium. An indwelling catheter was left in the pericardial space, and a medium chain triglyceride diet was initiated. The volume of fluid drained decreased progressively from about 900 ml on the day after pericardiocentesis to 50 ml eight days later. Drainage ceased after 10 days and the catheter was removed. An echocardiograph at that time showed minimal pericardial fluid. The patient was discharged with instructions about a low fat diet and a medium chain triglyceride supplement.
One month after discharge she was readmitted with dyspnoea, engorged neck veins, and substernal pain. Echocardiography showed a large pericardial effusion, with compression of the right ventricle. A second pericardiocentesis yielded 1600 ml of chyle. About 120 ml of chyle was drained each day for the next seven days. Drainage ceased completely after 10 days, and the drain was then removed. An echocardiograph one week later showed no fluid in the pericardium, and the patient was discharged. After thorough questioning she had admitted to not following the recommended diet after her first discharge. This time, however, she 1..
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did adhere to the medium chain triglyceride diet, continuing it for four more weeks. Her subsequent course was uneventful. Eighteen months after surgery she is well, with no signs of pericardial effusion.
Discussion
The papers that followed the first report of a case of chylopericardium after cardiac surgery' have shown that this complication can occur at any age and after any cardiac operation.2'0 Nevertheless, most cases have been associated with surgery for congenital heart disease. A single case of chylopericardium occurred after aortic valve replacement2 and chylomediastinum, but no chylopericardium, developed after mitral valve replacement.9 To our knowledge ours is the first case of chylopericardium associated with mitral valve replacement.
The aetiology of postoperative chylopericardium is still obscure. Thomas Injury to the thoracic duct, however, usually results in rapid accumulation of chyle in the pericardium in the immediate postoperative period, and necessitates thoracic duct ligation for control.'24 As tapes were passed around the cavae in this case, and as the accumulation of chyle was slow, we assume that one or more of the variantly located small chyle ducts were injured.5
There is some disagreement about the optimal management of postoperative chylopericardium. Initially most authors advocated thoracic duct ligation for all cases4 9 but good results have been reported more recently with conservative treatment consisting of pericardial drainage and a diet low in fat and high in medium chain triglycerides.*' In the present case, despite potentially fatal tamponade, conservative treatment was instituted. Chronic tamponade recurred after what seemed to be a complete initial recovery, but this was probably because the patient had not followed the diet, which is unpalatable; subsequent compliance resulted in complete recovery.
We have presented the first case of chylopericardium occurring after mitral valve relacement. The patient developed life threatening tamponade four weeks after an uneventful recovery from surgery. Conservative treatment with tube drainage initially and a medium chain triglyceride diet produced a successful outcome.
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